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State Illinois 

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES - OTHER TYPE 
OF CARE BASIS FOR REIMBURSEMENT 

06100 -E A one-time State fiscal year 2000 paymentwill be madeto QUALIFYING 
hospitals. PAYMENTwill be basedu w n  the services, specifiedbelow, 
provided on or afterJulv 1, 1998, and before July 1, 1999, which were 
submitted to the IDPA and determinedELIGIBLEfor PAYMENT(ADJUDICATED) by 
the Department onor prior to A m i 1  30,2000EXCLUDINGservices for 
Medicare/Medicaidcrossover claims and claims which resultedin no PAYMENT 
bv the Department. 
(i) A PAYMENof$27.75foreachserviceforprocedurecodeW7183. 

A PAYMENof $24.00 for each service for APL Group 5.a. 
[Psychiatric clinicTYPE A) services providedbv a children’s hospital 
as defined in 89 111. Adm. Code 149.50(c)(31(A) and Attachment 
4.19A. Chapter ll.C.3 in the Illinois Medicaid State Plan. 
A payment of$15.00 for each service for APL Group 6.b (Physical 
rehabilitation clinic) services provided bv a children’sHOSPITALas 
defined in 89 ill.Adm. Code 149,5O(c)13)(A) and Attachment4.19A, 
Chapter 11.C.3 in the Illinois State Plan. 

07/99 t3E.F. For county-owned hospitals locatedin an Illinois county with a population 
greater than three million, reimbursement rates for each of the reimbursement 
groups shall be equalto the amount described in subsection D. above, 
multiplied by a factor of two. However, such rates shall beno lower than the 
rates in effect on June 1, 1992, except that this minimum shallbe adjusted on 
the first dayof July of eachyear by the annual percentage change in the per 
diem cost of inpatient hospital services as reported on thetwo most recent 
annual Medicaidcost reports. The per diem cost of inpatient hospital services 
is calculated by dividing the total allowable Medicaidcosts by the total 
allowable Medicaid days. 

07199 BFC. 
Reimbursement for each APL aroup describedin subsection b.i. shallbe 
all-inclusive for all services providedbv the hospital, reqardless of the amount 
CHARGEDbv a hospital. No separate reimbursement will be made for ancillary. .services or the services of hospital personnel. 
Exceptionsto this provision are that hospitals shallbe allowed to bill 
separately, on a fee-for-service basis, for professionalOUTPATIENTservices of 
a physicianPHYSICIANSprovidinq directpatient care who ARE salaried by the 
hospital, and occupational or speech therapy services provided inCONJUNCTION 
with rehabilitation servicesas described in subsection .b.i. of this Section+ 

TN # 00-6 APPROVAL DATE EFFECTIVEDATE 06-01-00 
Supersedes 
TN # 99-04 
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State Illinois 

METHODS AND STANDARDSFOR ESTABLISHING PAYMENT RATES - OTHER TYPE OF 
CARE BASIS FOR REIMBURSEMENT . .u.
For 

the purposes of this Section, a salaried physicianis a physicianwho is 
salaried by the hospital; a physician whois reimbursed by the hospital through 
a contractual arrangementto provide direct patient care;or a group of 
physicians with a financial contractto provide emergency department care. 
Under APL reimbursement, salaried physicians do not includeradioloGists, 
patholoGists,nurse practitioners, or certifiedreGistered nurse anesthetists and 
no separate reimbursement willbe allowed for such Providers. 

E6b 	 The Department of Public Aidwill reimburse ambulatory surgical treatment 
centers (ASTCs) for facility servicesin accordance with covered APL groups 
as definedin this section. The Department may exclude from coveragein an 
ASTC any procedure identified as only appropriate for coveragein a hospital 
setting. All groups that may be reimbursedto an ASCT are defined in the 
Department's hospital handbook and noticesto providers. Reimbursement 
levels shallbe the lower of the ASTC's usual and customary chargeto the 
public oran all inclusive ratefor facilIty services, whichshall be 75 percent of 
the applicable APL rate. 

1. 	 Facilityservicesfurnishedby anASTC in connectionwithcoveredAPLcodesinclude, 
but are not limited to: 

a. and services;Nursing, technicianrelated 
b. ASTCUse of the facilities; 
C. 	 Supplies(such as drugs,biologicals(e.g.,blood),surgical 

dressings, splints, casts and appliances, and equipment 
directly relatedto the provision of surgical procedures; 

d. 	 Diagnosticortherapeuticservicesoritemsdirectlyrelated 
to the provisionof a surgical procedure; 

e. record and itemsAdministrative, keeping, housekeeping 
and services; and 

f. anesthesia.for 
2. 	 Facilityservices do notincludeitemsandservicesforwhich 

payment may be made under other provisions of this Section such 
as physicians' services, laboratory, x-ray or diagnostic procedures 
performed by independent facilitiesor practitioners on theday of 
surgery (other than those directly related to performance of the 
surgical procedure), prosthetic devices, ambulance services, leg, 
arm, back and neck braces, artificial limbs, and durable medical 
equipment for use in the patient's home. In addition, they do not 
include anesthetist services. 

iii. 	 Theassignment of procedurecodes toeach of thereimbursementgroups in subsection 
b.i. of this Section are detailedin the Department's Hospital Handbook and in noticesto 
providers. 

TN # 00-6 EFFECTIVE 06-01-00DATEDATE 
Supersedes 
TN # 99-04 
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